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critical	for	children	to	make	behavior	changes	and	to	develop	self-regulation,	especially	in	a	home	environment	that	is	supportive,	connected,	and	encouraging	of	the	child’s	autonomy.19	As	mentioned	above,	this	support	cannot	be	taken	for	granted,	but	a	child’s	mental	health	treatments	should	not	be	assumed	to	take	place	in	a	vacuum.	Families	can	be	engaged	according	to	Hoagwood’s	four	domains	of	family	engagement	in	mental	health:45	1) Engagement:	School	practitioners	need	to	form	connections	to	the	families	they	serve,	invite	open	communication	about	concerns	and	experiences,	assist	with	goal	setting,	and	strategize	about	how	to	make	sessions	helpful.45	2) Collaboration:	The	provider	is	a	partner	in	the	process,	not	an	“expert”	or	solely	a	representative	of	the	school.45	3) Support:	Practitioners	help	families	connect	with	services	outside	the	school	and	support	efforts	to	improve	their	child’s	functioning.45	4) Empowerment:	The	practitioner	identifies	strengths	to	the	family	and	promotes	the	parents/guardians	as	leaders	in	the	child’s	care;	they	also	support	hope	and	optimism	about	the	child’s	options	and	trajectory.45	Children	with	mental	and	behavioral	health	needs	should	also	have	the	opportunity	to	express	their	needs	and	preferences	for	treatment,	and	they	should	be	able	to	provide	feedback	on	district	policy.39			
Conclusion	Schools	have	an	obligation	and	an	opportunity	to	intervene	for	children’s	mental	health.	In	particular,	school	leaders	have	the	potential	to	establish	healthy	school	cultures	and	work	with	staff	to	implement	and	monitor	evidence-based	best	practices	for	school	mental	health.		But	schools	need	the	support	of	the	community	around	them	to	thrive,	and	
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communities	(local,	state,	and	national)	need	to	understand	that	investing	in	this	support	will	lead	to	a	healthier,	stronger	future.	Community	partners	such	as	advocacy	groups,	mental	health	providers,	managed	care	organizations,	and	community	youth	programs	must	come	together	to	build	relationships	with	schools	and	families	to	support	children’s	mental	health,	and	all	these	stakeholders	must	continue	to	advocate	for	better	policies	and	funding	to	expand	our	knowledge	of	best	practices	and	implement	them	in	ways	that	best	serve	children.					
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Appendix:	Definitions	of	Common	Children’s	Mental	Health	Diagnoses	
	The	following	are	definitions	of	some	conditions	with	the	greatest	prevalence	and	impact	on	children.34	However,	this	list	is	by	no	means	comprehensive.		
	
Anxiety	Disorders	Unlike	normal,	brief	periods	of	anxiety	related	to	normal	life	events,	anxiety	disorders	are	characterized	by	feelings	of	worry	or	fear	that	do	not	go	away,	and	may	grow	worse	over	time.46	Types	of	anxiety	might	include	generalized	anxiety	disorder,	panic	disorder,	and	social	anxiety	disorder.46			
Attention	Deficit	Hyperactivity	Disorder	(ADHD)	One	of	the	most	common	diagnoses	of	childhood	mental	illness,	ADHD	is	characterized	by	difficulty	with	paying	attention,	impulse	control,	and	excessive	activity.46		Children	may	have	primarily	inattention	or	hyperactive	sub-types	of	the	condition,	or	a	combination	of	both.46			
Autism	Spectrum	Disorder	(ASD)	Typically	diagnosed	in	early	childhood,	ASD	includes	a	wide	variety	symptoms	and	degrees	of	impairment	within	the	areas	of	social	and	occupational	functioning	or	patterns	of	behavior.46	Children	with	ASD	may	experience	severe	impairment	with	communication	and	social	interaction,	though	the	level	of	skills	and	abilities	varies	greatly.46			
Depression	Depressive	illnesses	are	characterized	by	persistent	sad	or	anxious	thoughts,	symptoms	such	as	excessive	sleepiness	or	insomnia,	irritability,	appetite	changes,	suicidal	thoughts,	or	feelings	of	hopelessness	or	worthlessness.46	Depression	can	take	different	forms,	including	persistent	depressive	disorder	(depression	last	two	or	more	years),	psychotic	depression	(depression	accompanied	by	delusions	or	hallucinations),	or	bipolar	disorder	(a	cyclical	depressive	disorder	marked	by	periods	of	extreme	highs	and	extreme	lows).46			
Disruptive	Mood	Dysregulation	Disorder	(DMDD)	DMDD	is	characterized	by	frequent,	tempter	tantrums	that	are	disproportionate	to	the	immediate	situation	and	the	child’s	developmental	level,	as	well	as	frequent	irritability	between	outbursts.47			
Oppositional	Defiant	Disorder	(ODD)	ODD	is	a	behavior	disorder	characterized	by	extreme	defiance	to	authority	along	with	anger,	irritability,	and	vindictive	or	disobedient	behavior.48			
Post	Traumatic	Stress	Disorder	(PTSD)	is	a	condition	brought	on	by	exposure	to	a	traumatic	event	such	as	violence,	abuse,	or	disasters.	Symptoms	may	include	regression,	irritability,	sleep	problems,	and	detachment.49		
	
Reactive	Attachment	Disorder	occurs	when	a	young	child	who	has	experienced	abuse	or	neglect	is	unable	to	establish	a	bond	with	his	or	her	primary	caregiver.	This	disorder	is	diagnosed	in	very	young	children	(infants	through	age	five)	and	is	characterized	by	irritability,	sadness,	and	fearfulness	with	caregivers.50	
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Schizophrenia	is	a	condition	that	affect	how	a	person	thinks,	feels,	and	behaves;	psychosis	refers	to	conditions	in	which	a	person	has	lost	contact	with	reality.	While	rare	in	children,	current	evidence	and	research	such	as	the	National	Institute	of	Mental	Health’s	RAISE	project	shows	that	early,	coordinated	care	following	first-episode	psychosis	can	decrease	the	likelihood	of	future	episodes.51				 			 	
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